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of regeneration conclusively establishes the
diagnosis.

Various forms of treatment such as ion-
izing radiation, amputation or local resec-
tion, embolization, use of diphosphonates,
calcitonin and mithramycin have been tried,
but none found to be definitely success-
ful(7).
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Profile of Childhood Disability

Nonica Laisram

Atleast 1 in every 10 children is born
with or acquires a physical, mental or sen-
sory impairment(l). The lay public is gener-
ally uninformed as to the cause, prevention
and treatment of childhood disability. They
are often filled with misinformation, super-
stition and fear about the condition(2). With
the present technology, atleast 50% of all
disabilities may be prevented or post-
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poned(3). The present study was carried out
to identify the types and various causes of
childhood disability.

Material and Methods

Four hundred and seventy four children of
both sexes in the age group 0-14 years,
attending the Department of Physical
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Medicine and Rehabilitation of Safdarjang
Hospital, New Delhi between January 1992
to July 1993 were studied to identify the
various types and causes of disability. Dis-
ability was defined as an existing difficulty
in performing one o/ more activities which
in accordance with the subjects age, sex
and normative social role, are generally
accepted as essential, basic components of
daily living, such as self care, social rela-
tions and economic activity(4). The types of
disability were grouped as locomotor,
speech, mental, visual or auditory. The
etiology leading to the disability was identi-
fied in all the cases after a detailed history,
thorough clinical examination and relevant
investigations where required.

Results

Of 474 patients, 309 (65.2%) were boys
and 165 (34.8%) girls. The maximum num-
ber of patients were above the age of 5
years, L.e., 206 of 474 (48.4%) (Table I).
The various types of disability were loco-
motor in 435 (91.8%) patients, mental retar-
dation alone in 34 (7.2%) and speech dis-
ability in 5 (1.1%) patients. Of the children
with locomotor disability, there were 28
cases who had in addition either speech,
visual, hearing or mental disability. There

Dufsability
Age No. %
(years) (n=474)
0-1 69 (14.6)
1-2 85 (17.9)
2-3 60 (12.7)
3-4 32 (6.8)
4-5 22 (4.6)
>5 206 (43.4)
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were no cases having isolated visual or
hearing disability. The chief causes (Table
1I) of locomotor disability included polio-
myelitis in 32.4%, cerebral palsy in 22.3%,
post-traumatic sequelae of extremities in
11.3%, Congenital talipes equinovarus in
8.0%, meningomyelocele in 4.8% and pes
planus in 4.6% patients. Other causes
included amputation (due to trauma or con-
genital), hyphoscoliosis resulting from
Pott's spine or idiopathic, sternomastoid
tumor, rickets, Bell's palsy, leprosy, con-
genital dislocation of hip, congenital
pseudoarthrosis of tibia, Guillian-Barre syn-
drome, Erb's palsy, hydrocephalus, muscu-
lar dystrophy, radial nerve palsy, post-septic
ankylosis of both hips, post-bums
contracture, spina-bifida, rheumatoid arthri-
tis, Down's syndrome, seizure disorder,

TABLE II-Causes of Locomotor Disability

Etiology No. Yo

(n = 435)

. &

Poliomyelitis 141 324
Cerebral palsy 99 22.8
Trauma 49 11.3
Congenital talipes

equinovarus 35 8.0
Meningomyelocele 21 4.8
Flat foot 20 4.6
Amputation (traumatic/

congenital) 9 2.1
Kyphoscoliosis

(idiopathic/Pott’s) 9 2.1
Sternomastoid tumor 5 1.2
Rickets 5 1.2
Rheumatoid arthritis 4 0.9
Bells palsy 4 0.9
Others 34 7.8
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Pott's spine with paraperesis, multiple con-
genital anomalies, arthrogyposis multiplex
congenita and behavioral disorder. All 5
cases with speech disability had stammer-
ing. Of 34 patients with only mental retar-
dation, 13 patients had microcephaly, 12 pa-
tients had history of birth asphyxia while in
9 patients, the cause was not known.

Discussion

Of 474 children with disability, it was
observed that locomotor disability com-
prised the maximum number of cases. This
can be explained as the Department of
Physical Medicine and Rehabilitation caters
primarily to the care of the locomotor
handicapped, though some cases of mental
retardation or mixed handicap having an-
other disability in addition to the locomotor
disability also come for comprehensive
rehabilitation care.

Majority of the children were males,
with male to female ratio of 1.9 : 1. The
male preponderance observed in this study
may be a reflection of the traditional Indian
family taking greater interest in the male sib
including his medical treatment. The largest
number of cases were in the age group
above 5 years. This may be attributed to
lack of awareness as also the limited avail-
ability of rehabilitation services. Of the
various causes of locomotor disability,
poliomyelitis was the commonest followed
by cerebral palsy. Trauma leading to
stiffness or deformities and post-traumatic
amputation were also important causes.
Rickets due to Vitamin D deficiency, with
difficulty in walking was present in 5
patients.

Analysis of the various causes of dis-
ability (with the exclusion of cerebral palsy)
showed that 217 cases (45.8%) were due to
preventable causes. When cerebral palsy
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was included, more than 50% of cases were
preventable, considering the observations
in a previous study(5) which showed that
majority of the etiological factors causing
cerebral palsy are preventable. Our results
are in accordance with those from UNICEF
study which also (reported that at least
50% causes of disability are preventable(3).

The present study highlights that major-
ity of the cases with childhood disability are
due to preventable causes. Awareness on
the part of the family and community re-
garding the importance of immunization,
increased availability and utilization of
maternal and child health services, nutri-
tional advice, and prevention of trauma, are
prime factors which will help in reducing
the incidence of the disability.
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